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Emergency Department Response to Domestic Violence — 
California, 1992 


A 1993 national poll found that 34% of adults in the United States report having 
witnessed a man beating his wife or girlfriend and that 14% of women report that a 
husband or boyfriend has been violent with them (7). Studies suggest that as many 
as 30% of women treated in emergency departments (EDs) have injuries or symptoms 
related to physical abuse (2). A national health objective for the year 2000 is for at 
least 90% of hospital EDs to have protocols for routinely identifying, treating, and re- 
ferrina victims of sexual assault and spouse abuse (objective 7.12) (3). The Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO) has also recom- 
mended that accredited EDs have policies, procedures, and education in place to 
guide staff in the treatment of battered adults (4). To assess progress toward the na- 
tional health objective for the year 2000 and the JCAHO standards, all active EDs in 
California were surveyed during November—December 1992 about their policies and 
practices for the treatment of battered adults. This report presents findings of this 
survey. 

The survey was conducted by the Family Violence Prevention Fund (FVPF) in col- 
laboration with the San Francisco Injury Center for Research and Prevention (SFICRP). 
The California Office of Statewide Health Planning and Development provided a 1990 
list of 414 California hospitals with EDs. Telephone calls to each hospital revealed that 
mergers and closures reduced the active list to 397 EDs with patient volumes ranging 
from 515 to 234,663 annually. Distinct questionnaires for nurse managers and for phy- 
sician directors of these EDs were mailed to them by name. Domestic violence was 
defined as “the actual or threatened physical abuse of an individual by someone with 
whom they have or have had an intimate or romantic relationship.” Nurse managers 
from 319 (80%) and physician directors from 216 (54%) of the EDs responded to the 
survey, representing 346 (87%) of the EDs. 

Only nurse managers were asked questions about existing written policies, referral 
lists, and patient brochures, and they were requested to provide copies of all the hos- 
pital’s written materials related to domestic violence. One hundred seventy-two (54%) 
nurse managers reported that their ED had written policies for treating adults sus- 
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pected of being victims of domestic violence. The reported presence of a domestic 
violence policy was not associated with ED patient volume. Of the nurse managers 
who reported that their EDs had domestic violence policies, 110 (64%) submitted cop- 
ies. 

Fifty-nine (54%) of the policies submitted included material specifically about 
spouse/partner abuse; the remainder exclusively addressed other forms of abuse 
(elder, child, and sexual [not specific as to partner]) or general criminal assault. Of the 
59 policies, 34 (58%) mentioned notification of authorities; 20 (34%) provided at least 
limited guidance for conducting a physical examination; 14 (24%) mentioned patient 
consent; 14 (24%) provided instructions for taking photographs as evidence of batter- 
ing; and 11 (19%) mentioned the collection, retention, or safeguarding of specimens 
and other evidentiary material. Eight (14%) policies provided instructions on informa- 
tion to include in the medical record regarding examination, treatment, referral to 
other care providers and community agencies, and reporting to authorities. 

Of the responding nurse managers, 295 (93%) reported having referral lists of serv- 
ices or resources for battered adults, and 135 (42%) submitted copies. Nine (7%) of the 
submitted lists were comprehensive, including at least one resource in each of the 
following categories: domestic violence agencies or battered women’s shelters, men- 
tal health and community agencies, general social services, criminal justice system 
agencies, and providers of legal assistance. Fifteen (11%) lists did not include re- 
sources in any category; 111 (82%) included resources in one to four of the categories. 

One hundred eight (34%) nurse managers reported having pamphlets, brochures, 
and other written materials on domestic violence that were appropriate for patients, 
and 88 (81%) submitted copies of them. Seventy-three (83%) of these 88 EDs submit- 
ted materials specifically addressing spouse/partner abuse; the others exclusively 
addressed other forms of abuse (elder, child, and sexual [not specific as to partner]). 

Nurse managers were asked if they would use model policies for the identification 
and referral of battered adults. Of the 319 nurse managers, 279 (87%) said they wouid 
use them to develop and/or refine policies for their hospitals. 

Physician directors and nurse managers were asked about staff education regard- 
ing domestic violence. Of the physician directors, 50 (23%) reported that their EDs had 
ever conducted an educational session on domestic violence for physicians, and 
14 (6%) reported that such a session was conducted for residents. Of the nurse man- 
agers, 89 (28%) reported that their EDs had ever conducted an educational session on 
domestic violence for ED staff. Two hundred ninety-four (92%) nurse managers and 
199 (92%) physician directors, together representing 331 (96%) of the responding EDs, 
said that they would use educational materials developed by experts in the treatment 
and prevention of domestic violence. Of the nurse managers, 145 (45%) reported their 
ED would be willing to serve as a test site during the development of model policies 
and educational materials. 


Reported by: E McLoughlin, ScD, San Francisco Injury Center for Research and Prevention; 
D Lee, P Letellier, MA, Family Violence Prevention Fund; P Salber, MD, Institute for Health Policy 
Studies, Univ of California at San Francisco. Program Development and Implementation Br, 
National Center for Injury Prevention and Control, CDC. 

Editorial Note: EDs may provide the first opportunity for battered adults to find sup- 
port, assistance, or protection. Because domestic violence recurs (5 ), ED identification 
may interrupt the cycle of violence and help prevent further abuse. The development 
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and implementation of policies and procedures, reinforced by staff education, may 
increase the rate of identification of battered adults (6,7). 

The survey findings suggest that most California EDs lack policies specifically ad- 
dressing the identification and treatment of domestic violence. If the submitted 
policies were characteristic of all EDs reporting a domestic violence policy (e.g., 54% 
verified as specific to spouse/partner abuse) and the EDs participating in the survey 
were representative of all California EDs, as few as 29% of all California EDs have 
policies for domestic violence, well below the national health objective for the year 
2000. In addition, most referral lists are not comprehensive and staff are given little 
education about domestic violence. 

Added impetus for achieving the national year 2000 objective for hospital protocols 
was given when the JCAHO revised its accreditation standards. In January 1992, the 
JCAHO added “physical assault” and “domestic abuse of elders, spouses, partners” 
to the existing standards for child abuse, rape, and sexual molestation as conditions 
of abuse where ED patient care must be guided by written policies and procedures. 
For all of these conditions, the JCAHO now requires that procedures address “patient 
consent; examination and treatment; the hospital’s responsibility for the collection, 
retention, and safeguarding of specimens, photographs, and other evidentiary mate- 
rial; and, as legally required, notification of and release of information to the proper 
authorities” (4). The JCAHO also requires that a list of referral agencies be kept; that 
the medical record adequately document examination, treatment, and referral; and 
that staff be educated about identifying and treating abused patients. 

It is not known to what extent EDs in other states have appropriate policies for 
domestic violence. The California survey is being replicated by the FVPF in collabora- 
tion with the Pennsylvania Coalition Against Domestic Violence and the SFICRP in 
Pennsylvania, New Jersey, and a representative national sample of hospitals. Results 
are expected by the end of 1993. 

The JCAHO standards concentrate on the hospital's generic legal responsibilities in 
handling abused patients but offer little guidance for the content of the policies. To 
provide such guidance to ED staff, the California survey’s collaborating agencies are 
collaborating with major medical and hospital associations to develop model policies 
and staff educational materials for domestic violence. Field testing is scheduled for 
spring 1994, after which these resources will be made available to EDs in all states. 
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Radical Prostatectomies — Wisconsin, 1982-1992 


Prostate cancer incidence and death rates have increased during the past decade in 
the United States (7). In addition, a recent study of the Medicare population indicated 
that the rate of radical prostatectomies (the removal of the prostate gland, ejaculatory 
ducts, and seminal vesicles) increased nearly sixfold from 1984 through 1990 (2). To 
examine trends in prostate cancer incidence and surgical treatment in Wisconsin, the 
Wisconsin Division of Health assessed data from 1982 through 1992. This report sum- 
marizes the results of this study. 

Data on new cases of prostate cancer from 1982 through 1991 (the last year for 
which data were available) were obtained from the Wisconsin cancer reporting sys- 
tem (3). Radical prostatectomies for 1982 and 1986 were estimated from hospital 
discharge surveys from a representative sample of all Wisconsin hospitals (4,5 ). Data 
on radical prostatectomies from 1989 through 1992 were obtained from the Wisconsin 
hospital discharge data base, along with data on the patient's age, length of the hospi- 
talization, source of payment, admitting physician, hospital charges, and hospital size. 
Radical prostatectomy was defined by the /nternational Classification of Diseases, 
Ninth Revision, Clinical Modification, procedure code 60.5 (radical prostatectomy). 

From 1982 through 1991, the incidence rate (age-adjusted in 5-year age groups to 
the 1970 U.S. population) for prostate cancer in Wisconsin increased by approxi- 
mately 60%, from 77.3 to 123.8 per 100,000 men. During the same period, the age- 
adjusted incidence rate for radical prostatectomies increased 13-fold, from 3.0 per 
100,000 men during 1982 to 38.7 in 1991 (Figure 1). 

The number of radical prostatectomies performed annually during 1989-1992 in- 
creased nearly fourfold, from 384 to 1373 (Table 1). Fifty-eight percent of men treated 
with surgery were aged 65-74 years, and 6% were aged >75 years. Large hospitals* 
performed approximately 90% of these procedures. Although the average length of 
stay for a radical prostatectomy decreased steadily, the average charge for each hos- 
pitalization increased 9% (adjusted to 1989 U.S. dollars). Total hospital charges for 
radical prostatectomies increased nearly fourfold from 1989 through 1992 (excluding 
the cost of postsurgical complications and their treatment) and were approximately 
$13.5 million for 1992. Medicare insured approximately 60% of all patients. 

From 1989 through 1992, the number of physicians performing radical prostatecto- 
mies in Wisconsin increased 17%, and the median number of procedures performed 
by each physician each year increased from two to seven (Table 1). Twenty-six (20%) 
physicians performed radical prostatectomies more than 20 times in 1992, and these 
were responsible for 691 (50%) of all such procedures. 


Reported by: R Bruskewitz, MD, Dept of Urology, Univ of Wisconsin Medical School, Madison; 
L Harms, JL Phillips, MA, Center for Health Statistics, PL Remington, MD, State Chronic Disease 


*Hospitals were ranked according to the number of discharges and divided into three equal 
groups. 
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FIGURE 1. Age-adjusted rate* of prostate cancer and radical prostatectomiest — 
Wisconsin, 1982-1991 
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; Rate per 100,000, adjusted to the 1970 U.S. male population. 
Data on radical prostatectomies not available for 1983-1985, 1987, and 1988. 











Epidemiologist, HA Anderson, MD, State Environmental Epidemiologist, Bur of Public Health, 
Div of Health, Wisconsin Dept of Health and Social Svcs. Div of Field Epidemiology, Epidemiol- 
ogy Program Office, CDC. 

Editorial Note: Radical prostatectomy is the only surgical treatment for prostate can- 
cer and is not used for any other condition. Radical prostatectomy is considered 
curative for men with cancer contained within the prostate capsule (6). However, it is 
unclear whether surgical treatment of these patients improves their survival, and 
some physicians advocate alternatives for the management of organ-confined pros- 
tate cancer (6,7). Men treated with radical prostatectomy may die intraoperatively or 
postoperatively (1%-2%), and impotence (25%), urinary stricture (18%), urinary incon- 
tinence (6%), and rectal injury (3%) are complications of the procedure (8 ). 

This report documents a substantial increase in the number of radical prostatecto- 
mies performed in Wisconsin during the past 11 years—several times the increase in 
prostate cancers diagnosed—indicating that an increasing proportion of men in whom 
prostate cancer is diagnosed are treated surgically. Although the benefits of an in- 
creasing frequency of surgery in the treatment of prostate cancer are unknown (9), 
the human and economic costs of this increase are high. The effectiveness of available 
treatment options should be carefully evaluated so that patients can be informed of 
risks and benefits of alternative treatments (5,9 ). 


References 
1. CDC. Trends in prostate cancer—United States, 1980-1988. MMWR 1992;41:401-4. 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending August 14, 
1993, with historical data — United States 


DISEASE DECREASE NCREASE CASES CURRENT 
4 WEEKS 
Aseptic Meningitis 1,440 


Encephalitis, Primary 6: 
Hepatitis A 
Hepatitis B 
Hepatitis, Non-—A, Non-B 
Hepatitis, Unspecified 
Legionellosis 


Malaria 


Menin 
Mumps 
Pertussis 
Rabies, Animal 


Rubella 


0.0625 0.125 0.25 
Ratio(Log Scale) . 
IXNQ) BEYOND HISTORICAL LimiTs 
*The large apparent decrease in reported cases of measles (total) reflects dramatic fluctuations 
in the historical baseline. 
‘Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending August 14, 1993 (32nd Week) 





Cum. 1993 





AIDS* 67,732 Measles: imported 
Anthrax indigenous 
Botulism: Foodborne 8 Plague 

Infant 23 Poliomyelitis, Paralytic! 

Other 2 Psittacosis 
Brucellosis 58 Rabies, human 
Cholera 15 Syphilis, primary & secondary 
Congenital rubella syndrome 7 Syphilis, congenital, age < 1 year! 
Diphtheria Tetanus 
Encephalitis, post-infectious 107 Toxic shock syndrome 
Gonorrhea 232,235 Trichinosis 
Haemophilus influenzae (invasive disease)’ 772 Tuberculosis 
Hansen Disease 102 Tularemia 
Leptospirosis 23 Typhoid fever 
Lyme Disease 3,575 Typhus fever, tickborne (RMSF) 


“Updated monthly; last update July 31, 1993 

'Of 714 cases of known age, 234 (33%) were reported among children less than 5 years of age 

5No cases of suspected poliomyelitis have been reported in 1993; 10 cases of suspected poliomyelitis were reported in 1992; 6 
of the 9 suspected cases with onset in 1991 were confirmed; the confirmed cases were vaccine associated. 

TReports through first quarter of 1993 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
August 14, 1993, and August 8, 1992 (32nd Week) 





Reporting Area 
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Amer. Samoa 
C.N.M.1. 
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34 
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7 
5 
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20,264 
2,318 
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—NN 


S s 
anowgqen al 


.o88 


isa] 
1 @ 





N: Not notifiable 


U: Unavailable 


*Updated monthly; last update July 31, 1993. 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
August 14, 1993, and August 8, 1992 (32nd Week) 


Measles (Fiubeola) Menin- 
gococcal) Mu Pertussis Rubells 
Reporting Area Malaria | Indigenous imported* Infections ~~ 


Cum Cum. Cum. . Cum. Cum. Cum.} Cum. Cum. | Cum. 
1993 1983 | 1993 | *993 | 1993 1993 1983 | 1993 1983 | 1993 | 1992 1993 | 1993 | 1992 
UNITED STATES 657 2 29 18 1,075 145 «2,245 1,307 2 138 = 127 
NEWENGLAND 48 ' 4 8 5 104 1 

1 . - 4 - 1 
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*For measles only, imported cases include both out-of-state and international importations. 
N: Not notifiable U: Unavailable t International Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
August 14, 1993, and August 8, 1992 (32nd Week) 





;, Toxic- Typhus Fever 
Syphilis Tula- Typhoid . 
(Primary & Secondary) Shock Tuberculosis = B vs (Tick-borne) 


Reporting Area Syndrome remia ver (RMSF) 





Cum Cum. Cum Cum Cum. Cum. Cum. Cum. 
1993 1992 1993 1993 1992 1993 1993 1993 
UNITED STATES 15,786 21,145 145 12,492 13,582 80 191 218 
NEW ENGLAND 251 404 10 284 235 - 18 2 
3 2 15 17 - 
25 29 9 3 
1 1 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
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August 14, 1993 (32nd Week) 
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Boston, Mass 
Bridgeport, Conn 
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Atlanta, Ga 
Baltimore, Md 
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Jacksonville, Fla 
Miami, Fla 
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Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 


incluaed 


Pneumonia and influenza 
‘Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 


counts will be available in 4 to 6 weeks 


‘Total includes unknown ages 


U: Unavailable 
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TABLE 1. Radical prostatectomies, by year and selected characteristics — Wisconsin, 


1989-1992 





Characteristic 


1989 


1990 


1991 


1992 


Ratio 
1992:1989 





Age group (yrs) 
<65 
65-74 
275 


Total 


Days of 
hospitalization 
Average 


Total 


Hospital charges* 
Average 


Total 


Hospital size’ 
Small 
Medium 
Large 
Source of payment 
Commercial 
insurance 
Medicare 
Others/Unknown 
No. physicians 
Physicians 
performing 
radical 
prostatectomies 


Median no. proce- 


dures per 
physician 


140 
220 
24 


384 


9.3 
3,586 


$9,013 
$3,460,992 


4 
80 


111 


2.0 


193 
341 
36 


570 


8.2 
4,674 


$9,311 
$5,307,270 


153 


3.0 


326 
569 
72 


967 


7.7 
7,418 


$9,785 
$9,462,095 


122 


5.0 


514 
799 
60 


1,373 


7.0 
9,633 


$9,797 
$13,451,281 
14 


255 
1,104 


530 
822 
21 


7.5 


3.8:1 





*1989 U.S. dollars. 


tHospitals were ranked according to the number of discharges and divided into three equal 


groups. 
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International Notes 





Tuberculosis — Western Europe, 1974-1991 


In several industrialized countries, declines in trends in reported tuberculosis (TB) 
have stablized or reversed. This phenomenon was first recognized in the United States 
(7) and subsequently observed in Western European countries (2). This report sum- 
marizes a 1992 assessment of trends in TB morbidity and mortality in 15 countries of 
Western Europe (Table 1) by the Tuberculosis Program of the World Health Organiza- 
tion (WHO) (3). 

A case of TB was defined by the reporting criteria in the country studied. Data were 
obtained from national statistical reports produced by the ministries of health and/or 
reports from national TB associations. Country-specific mortality data for 1980-1990 
and annual population estimates were provided by WHO's Division of Epidemiological 
Surveillance and Health Situation and Trends Assessment. 

Since the mid-1980s, TB case reports (Table 1) and reporting rates (Table 2) have 
generally declined in Belgium, Finland, France, Germany, Portugal, and Spain (except 
in 1991). A similar pattern of decline has not been observed in the remaining nine 
countries. Portugal had the highest rate (53 per 100,000 population) in 1991 and Den- 
mark the lowest (six per 100,000) (Table 2). Except for Portugal, all countries reported 
rates lower than 25. Among the indigenous population of most countries, TB occurred 
largely among the elderly, except in Portugal where, in 1990, more than half of all 
cases occurred in persons aged 15-44 years. 

In 1990, cases among foreign-born persons constituted 51% of all cases in Switzer- 
land, 41% each in the Netherlands and Sweden, and 38% in Denmark (Table 3). In eight 
of the countries, an increasing number of cases were reported among foreign-born 
persons from developing countries with a high prevalence of TB. Data on the relation 
between TB and human immunodeficiency virus (HIV) infection are limited in most of 
the countries, although in some countries a high proportion of persons with acquired 
immunodeficiency syndrome (AIDS) have TB (Table 3). 

Deaths caused by TB decreased in all countries; most deaths occurred among per- 
sons aged 265 years. The death rate for the most recent year available in each country 
ranged from 0.3 to 2.8 per 100,000 population. 

Reported by: MC Raviglione, MD, P Sudre, MD, K Esteves, S Spinaci, MD, A Kochi, MD, 
Tuberculosis Program, World Health Organization, Geneva. HL Rieder, MD, Tuberculosis Section, 
International Union Against Tuberculosis and Lung Disease, Paris. Div of Tuberculosis Elimina- 
tion, National Center for Prevention Svcs, CDC. 

Editorial Note: Interpretation of the data in this report is difficult because annual fluc- 
tuations in the number of reported TB cases may result from changes in case 
definitions and reporting criteria over time within and between countries (e.g., Swit- 
zerland modified its TB reporting system and case definition in 1987, Spain reported 
only pulmonary cases, and Italy reported only bacteriologically confirmed cases until 
1990). Nonetheless, the general trends in TB morbidity suggest that the declines of the 
1970s are no longer being sustained in several countries of Western Europe. 

Factors contributing to the observed trends in TB morbidity probably vary between 
countries. An increasing proportion of cases among foreign-born persons probably 
has contributed to a change from expected downward trends. The impact of the HIV 
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TABLE 3. Percentage of persons with tuberculosis (TB) who are foreign-born; 
percentage of persons with TB who are HIV infected; and percentage of persons with 
AIDS who have TB — selected Western European countries 





% foreign-born 
among persons with TB 


First year Latest year % HIV among % TB among 
Country available/% available/% persons with TB persons with AIDS 


Denmark 1980/21 1990/38 NA* 
France 1988/26 1991/29 6 
Germany 1986/14 1989/20 NA 
Italy 1986/ 4 1990/16 NA 
Netherlands 1984/22 1990/41 NA 
Norway 1977/ 4 1990/23 NA 
Portugal NA 1990/<10 

Spain NA 1987-1990/ 6 

Sweden 1989/34 1990/41 

Switzerland 1988/39 1990/51 

United Kingdom NA NA 











*Not available. 


epidemic on TB in Western Europe may be limited to places where the HIV seropreva- 
lence among TB patients is high (e.g., Paris, 12%) (4). The HIV seroprevalence among 
persons with TB is not widely available, however, and the prevalence of TB among 


persons with AIDS is used in this report as an indicator of the impact of HIV on TB 
morbidity. The HIV epidemic may have contributed to changing trends in reported TB 
in countries where TB is common among HIV-infected persons (5). 

Properly designed disease surveillance systems and standardized case definitions 
are critical to monitoring TB trends and identifying high-risk groups. Analysis of stand- 
ardized surveillance data will allow each country to more effectively prevent, 
diagnose, and treat TB and will make comparison of TB data between countries feasi- 
ble. TB remains a global disease, and because of human migrations, its elimination in 
Western Europe cannot be achieved without improvement of control measures in 
countries with a high prevalence of TB. 


References 
1. CDC. Tuberculosis—United States, first 39 weeks, 1985. MMWR 1985;34:625-7. 
2. Rieder HL. Misbehaviour of a dying epidemic: a call for less speculation and better surveillance 
[Editorial]. Tuber Lung Dis 1992;73:181-3. 
3. Raviglione MC, Sudre P, Rieder HL, Spinaci S, Kochi A. Secular trends of tuberculosis in Western 
Europe. Bull World Health Organ 1993;71:297-306. 
. Marshall B, Moyse C, Lepoutre A. Cases of tuberculosis reported in France in 1991 [French]. 
BE H 1992;53:247-9. 
. Raviglione MC, Sudre P. Rieder HL, Spinaci S, Kochi A. Secular trends of tuberculosis in Western 
Europe: epidemiological situation in 14 countries. Geneva: World Health Organization, Tuber- 
culosis Program, Division of Communicable Diseases, 1992; publication no. WHO/TB/92.170. 





632 MMWR August 20, 1993 


The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control 
and Prevention (CDC) and is available on a paid subscription basis from the Superintendent of Documents, 
U.S. Government Printing Office, Washington, DC 20402; telephone (202) 783-3238. 

The data in the weekly MMWR are provisional, based on weekly reports to CDC by state health 
departments. The reporting week concludes at close of business on Friday; compiled data on a national basis 
are officially released to the public on the succeeding Friday. Inquiries about the MMWR Series, including 
material to be considered for publication, should be directed to: Editor, MMWR Series, Mailstop C-08, Centers 
for Disease Control and Prevention, Ati , GA 30333; telephone (404) 332-4555. 

All material in the MMWR Series is in the public domain and may be used and reprinted without special 
permission; citation as to source, however, is appreciated. 








Acting Director, Centers for Disease Control Managing Editor, MMWR (weekly) 
and Prevention Karen L. Foster, M.A. 
Walter R. Dowdle, Ph.D. Writers-Editors, MMWR (weekly) 
Acting Director, Smnantoey F Program Office David C. Johnson 
Barbara R. Holloway, M Patricia A. McGee 
Editor, MMWR Series Darlene D. Rumph 
Richard A. Goodman, M.D., M.P.H. Caran R. Wilbanks 











wU.S. Government Printing Office: 1993-733-131/83025 Region IV 





OOES BSF BIeAUg 10} Ayjeuedg 
Ssauisng je121WO 
leo eiBuoey ‘equejy 

(90D) UoONUaeAesg pue 
j043U07) aseasig 40} Sia}Uues) 
BIIAIBS YESH 9/40 
S3DIAW3S NVINNH GNV HL1V3H 
40 IN3SWLYVd30 


= 
x= 
wn 
v 
Cc 

, | 
= 
i+) 

=. 
3 

3 

2 
9 

3 
9 
© 
© 
Di 
9 
rs) 
+ 
~ 








v8Z-D ‘ON Huled 
909/SHd 
TVW SSV1D-LSUL 


-yeBoji st juudus yiwsed Buisn vornquisipey 
divd $334 8 IOVLSOd 














